Abstract Beliefs that men should restrict their display of emotions, or restrictive emotionality, might contribute to adjustment to cancer and this might be sensitive to social receptivity to disclosure. The present research examined relationships of restrictive emotionality, social constraints, and psychological distress in young adults with testicular cancer (N = 171; Study 1) and older men with prostate cancer (N = 66; Study 2). Study 1: positive associations were observed for social constraints and restrictive emotionality with depressive symptoms. Social constraints moderated the relationship, such that high restrictive emotionality was associated with higher depressive symptoms in those with high constraints. Study 2: only social constraints (and not restrictive emotionality) was positively associated with depressive symptoms and cancer-related intrusive thoughts. The social constraints 9 restrictive emotionality interaction approached significance with depressive symptoms, such with high social constraints low restrictive emotionality was associated with higher depressive symptoms compared to those with less constraints. No significant associations were found for intrusive thoughts in either study. Findings demonstrate unique relationships with psychological distress across the lifespan of men with cancer given perception of constraints and adherence to masculine norms about emotionality.
Introduction
Cancer diagnosis and treatment often result in psychological and physical difficulties such as depression, anxiety, fatigue, and pain (Jacobson & Andrykowski, 2015) as well as disruption in fulfillment of social and family roles, changes in self-perceptions, and altered interpersonal relations (Hoyt & Stanton, 2012) . Such disruptions can negatively impact psychological adjustment to cancer. Moreover, the psychosocial needs of people with cancer at different stages of lifespan development may vary. Younger adults faced with a cancer diagnosis often describe increased dependence on parents, disruptions in social life, educational or vocational delays, premature confrontation with mortality, and potential loss of fertility (Zebrack, 2011) . Older adults face overlapping, yet unique, concerns such as maintaining long-standing familial roles (e.g., providing financial support), navigating sexual changes in the context of older adulthood, maintaining marital quality, and shifting work-related priorities (Couper et al., 2006; Maliski et al., 2008) . Given these varying challenges, psychological distress might manifest differently in young and older adults.
The social-cognitive processing model supports that adjustment to cancer depends on the extent to which individuals perceive their environment to be supportive and open to emotional disclosure (Lepore, 2001) . For example, some individuals might react negatively to the sharing of cancer-related emotions by showing criticism or personal discomfort. Others might change the subject, withdraw from conversation, or even avoid the individual. Such actions, either perceived or actual, are referred to as ''social constraints'' and have consistently been positively associated with psychological distress among individuals with cancer (Adams et al., 2014; Lepore & Revenson, 2007) . Additionally, the benefits of a supportive social environment to psychological adjustment to cancer are well established (see Helgeson & Cohen, 1996) . Interpersonal support enhances cognitive processing by allowing individuals to disclose emotions within an environment that provides receptive and noncritical responses (Lepore, 2001) . In turn, cancer-related negative emotions or intrusive thoughts may be attenuated (Lepore, 2001) . Unresponsiveness from others associated with social constraints can hinder the cognitive processing of emotions that is typically facilitated through disclosure within supportive social exchanges. This can also lead individuals to feeling isolated and misunderstood and intensify psychological distress (Lepore & Revenson, 2007; Pistrang & Barker, 2005) .
Evidence also indicates that beliefs about men's adherence to culturally defined standards for male behavior (i.e., masculine ideology) (Pleck et al., 1993) in male cancer patients can be harmful to men's adjustment to cancer and to mental health (Hoyt, 2009; Maliski et al., 2008) . Restrictive emotionality, a traditional masculine norm defined by a set of prescriptive statements about how men should limit their display of emotion, might be one dimension of masculine ideology that has important implications for understanding men's mental health following an emotionally stressful life event (Burns & Mahalik, 2007; Wester & Vogel, 2012) . In fact, prescriptive statements about what men should be like (e.g., Men should be detached in emotionally charged situations) compared to descriptive statements about what men are actually like (e.g., Men are tough) (Thompson et al., 1992) tend to be more influential in shaping men's behavior as adherence to masculine norms tends to be derived from societal expectations about how men should perform and act (Prentice & Carranza, 2002) . Thus, given these expectations, perceived social constraints to emotional disclosure might interact with restrictive emotionality norms to differentially affect men's adjustment to cancer.
Previous research suggests that men with cancer might be more vulnerable to social barriers to emotional expression (Zakowski et al., 2003) . In fact, in a mixed cancer sample, Hoyt (2009) found that emotional expression was related to greater psychological distress for individuals in highly constrained environments. Surprisingly, little work has examined adherence to restrictive emotionality in the sense of involving a less subjective and more culturally defined account of emotional expression and behavior with associations to social constraints as seen with studies of emotional expression (Hoyt, 2009; Zakowski et al., 2003) . Few studies that have measured adherence to restrictive emotionality norms have shown that, for adult men, high levels of restrictive emotionality are associated with a range of adjustment difficulties such as increased health-related anxiety (Wade, 2009) , increased depressive symptoms (Hammond, 2012) , and decreased willingness to seek psychological help (Berger et al., 2005) . A central question is whether adherence to culturally defined norms for male emotional expression among those experiencing social constraints will be related to better or worse adjustment and mental health among young and older adult men with cancer.
One way by which social constraints impart negative consequences to mental health and quality of life is by promoting inhibition in thinking or talking about cancer (Lepore & Helgeson, 1998; Lepore & Revenson, 2007) . In studies of men with cancer, including prostate cancer, there is clear evidence for a direct relationship between social constraints and cancer-related intrusive thoughts and avoidant disclosure behaviors (Halbert et al., 2010; Hoyt, 2009; Lepore & Helgeson, 1998) . This relationship appears stable across the disease trajectory. Among prostate cancer patients well past the initial diagnosis period, greater intrusive thoughts was positively associated with psychological distress for men in high socially constrained environments compared to those in a more supportive environment (Lepore & Helgeson, 1998) .
It remains unclear whether such findings are generalizable to younger survivors. Young adults with cancer might be more vulnerable to constraints from their interpersonal environment given the social nature of challenges indicative of young adulthood that are most threatened by a cancer diagnosis, such as initiating romantic relationships, fertility concerns, fostering one's professional identity, and maintenance of masculinity and self-image (Carpentier et al., 2011; Zebrack, 2011) . Young adults' social networks might be larger, less close knit, and less sensitive to the needs and challenges of a cancer diagnosis than older adult social networks, which might also include life-long friendships, children and grandchildren, and a spouse or partner (Antonucci et al., 2004; Lang, 2001) .
Little research also exists on the impact of upholding such masculine beliefs in young adults with cancer. Qualitative findings from young adult men with testicular cancer indicate that the tendency to uphold and adhere to masculine expectations, such as the need to be strong, is a barrier to receiving emotional support, often resulting from motivations to suppress emotions in order to remain strong for others (Love et al., 2014) . As a result young men turn to broader social outlets (i.e., online support groups and forums) to receive support from other cancer patients and survivors (Love et al., 2014) where, presumably, given anonymity on online platforms, consequences of breaking away from traditional masculine norms are minimal and emotional disclosure can occur. However, to our knowledge, no work has examined the extent to which the interpersonal context attenuates the impact of restrictive emotionality in male cancer patients across the age spectrum. The presence of a cancer diagnosis during young adulthood might perpetuate further adherence to masculine norms (i.e., toughness, restrictive emotionality, restriction of feminine behavior), while older adult men might have more facility renegotiating gender norms when facing new circumstances. If so, older adult men might be better able to engage in more constructive forms of emotional processing (Hoyt, 2009) . Taken together, the context of the interpersonal environment and adherence to restrictive emotionality norms might exhibit unique relationships to psychological distress in young and older adult men with cancer.
The current studies
There is a call for increased attention to the intersection of masculinity and cancer in psycho-oncology research with more emphasis on how the societal expectations of being a man intersects with experiences of cancer support (Wenger et al., 2014) . The studies reported here address this intersection by examining the relationship of social constraints and restrictive emotionality with psychological distress in both young and older men with cancer. In both studies, it is hypothesized that social constraints and restrictive emotionality will be positively associated with depressive symptoms and cancer-related intrusive thoughts. Further, social constraints are hypothesized to moderate the relationship between restrictive emotionality and psychological distress, such that greater perceived social constraints will be associated with higher levels of depressive symptoms and cancerrelated intrusive thoughts in men with relatively high restrictive emotionality; this will be true of both young adults with testicular cancer and older adults with prostate cancer. Given the finding that young men who adhere to restrictive emotionality norms are more susceptible to depressive symptoms (Hammond, 2012) and may be more sensitive to social constraints (Cohee et al., 2016) , it is hypothesized that the relationship of high social constraints and high restrictive emotionality with depressive symptoms and cancer-related intrusive thoughts will be stronger for young adults with testicular cancer than in older adults with prostate cancer.
Study 1 Methods

Participants and procedures
Young adults with testicular cancer were identified by the California Cancer Care Registry and invited to participate in a study on ''health-related quality of life after testicular cancer.'' Eligibility criteria included: (a) men between 18 and 29 years of age, (b) history of testicular cancer, and (c) ability to read and understand English. Men with severe psychiatric disorder(s), cognitive impairment, or nonclearance by their physician were excluded. Participants completed questionnaires by mail or in person and were compensated $50. All participants provided signed consent and procedures were approved by the appropriate ethics board.
Demographic and medical characteristics of the sample are displayed in Table 1 . Participants included 171 men who ranged in age from 18 to 29 years (M = 25.2, SD = 3.32), and were predominantly White (45 %) or Hispanic (34.5 %), and single (54.4 %). The majority underwent surgical procedure (e.g., retroperitoneal lymph node dissection, radical orchiectomy) (80.1 %) and received chemotherapy (53.2 %). Nearly 35 % of the sample were diagnosed with stage I cancer, and 65.9 % of the sample received their initial diagnosis within 3 years of study entry.
Measures
Restrictive emotionality Restrictive emotionality was measured by the Male Role Norms Inventory-Revised (MRNI-R) (Levant et al., 2007) . The 7-item restrictive emotionality subscale measures the extent to which one believes that men should limit their display of emotion. Participants rated their agreement with items (e.g., ''Being a little down in the dumps is not a reason for a man to act depressed'', ''Men should not be too quick to tell others that they care about them'') on a 6-point Likerttype scale ranging from (1) strongly disagree to (6) strongly agree. A total score was calculated as an average of all items with higher scores indicating greater agreement with the restrictive emotionality norm. Cronbach's alpha was 0.85.
Social constraints Social constraints experienced in the past month from family and friends (other than spouse or partner) were measured by the 15-item version of the Social Constraints Scale (Lepore & Ituarte, 1999) . The scale measures the extent one perceives social responses that hinder the expression of cancer-related thoughts and feelings (e.g., ''How often has your friends and family changed the subject when you tried to discuss your illness''). Participants rated their agreement with items on a 4-point scale ranging from (1) never to (4) often. A total score was calculated as an average of all items, with higher scores indicating greater social constraints. Cronbach's alpha was 0.90.
Depressive symptoms Depressive symptoms during the past week were measured by the 20-item Center for Epidemiologic Studies Depression scale (CES-D) (Radloff, 1977) . Respondents rated their agreement with items on a 4-point scale ranging from (0) rarely or none of the time to (3) all of the time which are summed to a total score where higher scores indicate more depressive symptoms. Sample items include, ''I felt depressed'' and ''I felt happy'' (reverse scored). A total score of 16 is typically used as a cut off for identifying individuals at risk for clinical depression (Lewinsohn et al., 1997 ). Cronbach's alpha was 0.94.
Cancer-related intrusive thoughts Intrusive thoughts during the past week were measured using the 7-item intrusion subscale of the Impact of Events Scale (IES) (Horowitz et al., 1979) , which was altered to specifically measure the frequency of cancer-related intrusive thoughts. The IES is a widely used measure within the cancer context (Salsman et al., 2015) . Respondents were asked to rate their agreement with items on a 4-point scale ranging from (0) not at all to (5) often. A total score was calculated as an average of all items with higher scores indicating greater intrusive thoughts. Cronbach's alpha was 0.90.
Data analysis
Descriptive statistics and zero-order correlations were conducted for key study variables. In each model, relevant covariates were entered in the first block, social constraints and restrictive emotionality in the second block, and the moderation term (social constraints 9 restrictive emotionality) was included in the final block. To avoid multicollinearity, variables were centered around the mean, and interaction terms were analyzed in accordance with methods outlined by Aiken and West (1991) . To interpret significant interaction terms, simple slopes analyses were conducted with values at one standard deviation above and below the mean of social constraints (Aiken & West, 1991) .
Results
Descriptive statistics and identification of covariates
Descriptive statistics and correlations of key study variables were examined (see Table 2 ). Average levels of restrictive emotionality were consistent with prior reports by young adults (Levant et al., 2007) . On average, young adult men reported sometimes encountering socially constrained environments. Nearly 34 % (n = 58) of the sample scored at or above threshold (C16) on the CES-D, which is suggestive of clinical depression (Radloff, 1977) . On average, young adult men reported rarely experiencing cancer-related intrusive thoughts. Bivariate correlations among demographic, medical, and dependent variables were also computed. Education, income, employment status, and history of a depressive or anxiety disorder (yes/no) were significantly associated with at least one outcome variable and were included as covariates. No significant associations were observed between dependent variables and other demographic (e.g., age) or clinical variables (e.g., time since treatment).
Hypotheses testing
Results of the regression analyses are presented in Table 3 . Higher levels of social constraints (b = .41, p \ .001) and of restrictive emotionality (b = .12, p \ .05) were significantly related to higher levels of depressive symptoms, as predicted. These main effects were qualified by a significant social constraints 9 restrictive emotionality interaction, which explained an additional 2 % of the variance beyond the main effects (see Fig. 1a ). Simple slope anal- yses revealed that among young adult men with medium (b = .07, p \ .05) or high (b = .15, p \ .001) social constraints, high restrictive emotionality was associated with greater depressive symptoms. The simple slope was non-significant (b = -.01, ns) at low social constraints. As predicted, higher levels of social constraints were significantly related to greater cancer-related intrusive thoughts (b = .47, p \ .001). However, neither the main effect for restrictive emotionality, nor the interaction of social constraints and restrictive emotionality were significant for cancer-related intrusive thoughts. Post hoc power calculations demonstrated power to be greater than 0.80 for both analyses (b [ .99)
Discussion
Findings revealed positive associations of social constraints and restrictive emotionality with depressive symptoms for young adults with testicular cancer. The significant moderating effect of social constraints on depressive symptoms suggests that that the combination of a high adherence to restrictive emotionality norms and a socially constrained environment may be detrimental to young cancer survivors' mental health. Consistent with the social cognitive processing theory (Lepore, 2001) , it may be that the perceived lack of interpersonal support combined with high adherence to restrictive emotionality norms in young adult men hindered the cognitive processing of emotions leading to greater depressive symptoms compared to those with low perceived constraints and low adherence to restrictive emotionality role norms where depressive symptoms were at their lowest. The non-significant finding for cancer-related intrusive thoughts was surprising, although men reported rarely experiencing cancer-related intrusive thoughts, which possibly explains this null finding. It also may be that intrusive (Hall et al., 2012; Zebrack et al., 2009 ) and might be more distressing to young adult men than unwanted thoughts, images, and dreams specific to cancer. Future studies should consider additional outcome measures such as those that assess health-related quality of life, which is associated with restrictive emotionality (Wade, 2009) , and aspects of well-being (physical, social, emotional, functional). These measures may be more indicative of struggles affecting young adults with cancer and more sensitive to the interaction of social constraints and restrictive emotionality.
Given the significant finding for depressive symptoms, and not for cancer-related distress, it may be that noncancer related distress, as measured by the CES-D in the present study, is more sensitive to restrictive emotionality and social constraints. It could be that young adult men are better able to find outlets to disclosing cancer-related distressing thoughts compared to non-cancer related depressive thoughts. There is a tendency for young adult men to receive support from individuals who are struggling with similar concerns by engaging in online activities. In fact, qualitative findings from young adult men with cancer demonstrate that they are more open to talking about cancer-related concerns on an online platform than in faceto-face conversations (Love et al., 2014; Thompson et al., 2015) . Comparisons between young adult online cancer support groups and face-to-face support groups showed significant differences in mean word frequencies for words related to anger, sadness, causation, and inhibition (Thompson et al., 2015) . Although constraints can still be encountered in an online forum, anonymity might provide a safe and less socially constraining environment. Thus, disengagement from direct interpersonal interaction and engagement in online discussion forums might facilitate disclosure and help to decrease cancer-related intrusive thoughts. Future studies should consider the potential buffering effect that online social outlets might have on cancer-related intrusive thoughts for young adult men.
These findings highlight the importance of the social environment and adherence to restrictive emotionality norms on psychological distress in young adult men and offers new insight into the interaction of the social environment and one facet of masculinity for young adult men with testicular cancer.
Study 2 Methods
Participants and procedure
Participants were 66 men with prostate cancer enrolled in a larger study investigating health-related quality of life after prostate cancer treatment. Men had either radical prostatectomy or radiation therapy for localized prostate cancer within the prior 2 years to be eligible for participation. Participants were recruited via physician/clinic referrals, community outreach and advertisement, and an institutional tumor registry database. Men were excluded if they had severe psychiatric disorder(s) or cognitive impairment. Questionnaire and interview assessments were completed during an individual session with study staff. Participants were compensated $25. All participants provided signed consent and procedures were approved by the human subjects' protection board. Demographic and medical characteristics of the sample are reported in Table 1 . Participants ranged in age from 42 to 87 years (M = 65.76, SD = 9.0), and were predominantly White (84.8 %), married (77.3 %), and well-educated (59.1 % C 4-year college degree). The majority underwent surgery (71.2 %), over 30 % received radiation, had a mean Gleason score of 6.0 (SD = 1.45), and 78.3 % of the sample received their diagnosis within 3 years of study entry.
Measures
Participants completed identical measures as in Study 1. These included the Restrictive Emotionality subscale of the Male Role Norms Inventory-Revised (Cronbach's alpha = 0.85), the Social Constraints Scale (Cronbach's alpha = 0.93), the CES-D (Cronbach's alpha = 0.88), and the intrusion subscale of the IES (Cronbach's alpha = 0.88) modified to be specific to cancer-related intrusions.
Data analysis
The analytic strategy for all analyses was identical to Study 1.
Results
Descriptive statistics and identification of covariates
Descriptive statistics and correlations of key study variables are displayed in Table 2 . On average, men reported somewhat disagreeing with restrictive emotionality norms which is consistent with prior work regarding older adults (Berger et al., 2005) , and sometimes encountering socially constrained environments. Regarding depressive symptoms, 22.7 % (n = 15) met the CES-D cutoff of C16. On average, adult men reported rarely experiencing cancerrelated intrusive thoughts.
Age, income, ethnicity, and education were significantly associated with at least one outcome variable and were included as covariates in statistical models. There were no associations between dependent variables and marital status, time since diagnosis, time since surgery, type of surgery, type of treatment (chemotherapy, radiation, no treatment), or history of a depressive disorder (p [ .05).
Hypotheses testing
The results of regression analyses are presented in Table 4 . Higher levels of social constraints (b = .55, p \ .001), but not restrictive emotionality (b = .001, ns), were significantly related to greater depressive symptoms. The social constraints 9 restrictive emotionality interaction was not significant. Consistent with study 1, simple slope analyses were conducted and revealed that among older adult men with high social constraints, low restrictive emotionality was associated with greater depressive symptoms (b = -.10, p \ .05). Additionally, at low constraints, high restrictive emotionality was associated with greater depressive symptoms (b = .09, p \ .05) (Fig. 1b) . As predicted, higher levels of social constraints were significantly related to greater cancer-related intrusive thoughts (b = .54, p \ .001). However, neither the main effect for restrictive emotionality, nor the interaction effect were significant for cancer-related intrusive thoughts. Post hoc power calculations demonstrated power to be greater than 0.80 for both analyses (b [ .99).
Discussion
Of particular interest is the trend towards the moderating role of social constraints on the relationship between restrictive emotionality and depressive symptoms. This was a different pattern than evidenced for younger adults. Results suggest that depressive symptoms are greatest among men with high constraints and low adherence to restrictive emotionality norms. It may be that older adult men with relatively fewer limitations on the expression of emotions might be better able to cognitively process and engage in emotional disclosure in a supportive environment, resulting in fewer depressive symptoms. Although, when that supportive environment is perceived to be constrained, cognitive processing of emotions may be impaired in contrast to those with less constraining and supportive environments. These men may be open, willing, and might even have attempted to engage in emotional disclose but perceived those in their close social network to be unreceptive-providing criticism, changing the topic, and/or withdrawing from conversation, resulting in a trend for greater depressive symptoms.
Understanding why depressive symptoms are highest in those with low restrictive emotionality deserves further research attention. It is possible that the impact of restrictive emotionality norms changes over the lifespan. Over time, older men might become more adept at navigating such norms within and outside of socially constrained environments. If true, the impact on general mental health would be mitigated. Cancer, however, might present novel emotional experiences and might render men more vulnerable to psychological distress. At the same time, men with low restrictive emotionality might have facility in finding outlets for disclosing (and processing) cancer-related emotions even when friends and family are not receptive. The degree to which these men access internet or support groups, find support from co-workers and friends, or are receptive to accepting the help that is offered should be explored.
The non-significant finding for cancer-related intrusive thoughts was surprising, although as with young adult men, older adult men reported rarely experiencing cancer-related intrusive thoughts, which possibly explains this null finding. Additionally, given the significant finding for depressive symptoms it may be that depressive symptomology which assessed non-cancer specific distress, is more sensitive to restrictive emotionality and social constraints. By some reports, men with prostate cancer tend to avoid disclosure unless there is a need to know, which most often includes their spouse and immediate family members (Gray et al., 2000) . Given that majority of the older adult sample were married, it may be that older adult men are more likely to disclose cancer-related thoughts to a spouse than symptoms that are associated with depression. Thus, the role of spousal support might act a buffer against distress in the present sample, although this deserves greater attention.
General discussion
The two studies presented here examined the moderating role of social constraints on the relationship between restrictive emotionality and psychological distress in young men with testicular cancer (Study 1) and older men with prostate cancer (Study 2). Although social constraints has been studied extensively in the cancer context (see Adams et al., 2014) , this is the first study to examine social constraints in a young adult population and the first study to examine the interaction of social constraints and restrictive emotionality on psychological distress with different age groups within a cancer population. Notably, age and cancer type were not the only factors that differentiated between study populations. Several defining characteristics (treatment type, family life, SES indicators) varied significantly across these populations. The findings provide interesting insights into how adherence to restrictive emotionality norms can impact adjustment to cancer differently in these populations especially given that there were no significant differences between adherence to restrictive emotionality norms and perceived social constraints across cancer populations. Overall, younger cancer survivors reported greater depressive symptoms compared to older cancer survivors. This is consistent with research that suggests that depression seems to decrease over time since diagnosis (National Cancer Institute, 2014) . Young adult men reported greater cancer-related intrusive thoughts compared to older men. Yet, the interaction of social constraints and restrictive emotionality on cancer-related intrusive thoughts was not significant for both populations. As mentioned previously, young and older cancer survivors might have additional outlets (i.e., online forums and spouse, respectively) to disclosing cancer-related concerns, thus facilitating cognitive processing and decreasing distress related to cancerrelated thoughts.
Different patterns of relationships for depressive symptomatology might reflect different engagement with emotional processing. Younger adults, who tend to engage in less constructive forms of emotional processing compared to older adults (Hoyt, 2009) , may have a harder time renegotiating norms related to the expression of emotion in the face of both a socially constrained environment and a cancer diagnosis, thus intensifying depressive symptoms. In contrast, older adults might be more adept at managing internal and external demands given that dispositional traits are more stable over time (Schneider, 2004) , so that adherence to restrictive emotionality norms and high constraints shows no relation, though a trend towards depressive symptoms.
Expectations about emotional disclosure to family and friends might vary across the lifespan. At a time when older men are already restricting displays of emotion (Gray et al., 2000) , encountering constraints from their interpersonal environment might serve to sustain psychological distress. Older men might also be reflecting on perceived constraints from only a small set of family and friends where constraints might be more accessible to memory and more impactful on psychological distress. Young adults with cancer tend to be more open about their diagnosis with friends, family, and colleagues (Hilton et al., 2009 ). Disclosure among a broader social network might make unsupportive behaviors by only a few less impactful to younger men, though results don't suggest this pattern. Future research might focus on the composition of the social environment of both younger and older adult men with cancer in order to identify factors that might be contributing to psychological distress.
Findings are consistent with social-cognitive processing theory (Lepore, 2001) . In the present study, social constraints was associated with increased depressive symptoms and cancer-related intrusive thoughts in both young and older adult men with cancer. According to theory, constrained social interactions hinder cognitive processing of emotions resulting in increased psychological distress, whereas the presumed emotional sharing facilitates positive psychological adjustment by allowing for cognitive processing of cancer-related concerns within a supportive environment.
It is important to point out that the current studies rely on dichotomous male-female/masculine-feminine gender norm distinctions. The use of this dichotomy was in line with the restrictive emotionality measure derived from Levant et al's. (1992) conceptualization of traditional hegemonic masculinity. Further, all men in these studies identified themselves as 'male' amongst a host of gender inclusive labels. It is important to consider that both biological sex and notions of gender extent well beyond the male and female dichotomy. Likewise, masculine and feminine role norms can differ greatly between cultures and across individuals. Future studies should take into account the potential limitations of the male-female/masculine-feminine gender role dichotomy to incorporate a more inclusive gender concept.
The studies have methodological limitations that should be considered. First, the data were cross-sectional in nature. Although directionality was theory driven, causal interpretations cannot be inferred. Future studies should explore the potential for a dynamic relationship of restrictive emotionality, social constraints, and distress that unfolds across time. It is equally possible that psychological distress influenced perceptions of social constraints. Second, all measures were self-report and all dimensions of the constructs may not have been captured fully. In addition, restrictive emotionality is just one component of traditional masculine ideology; future studies might take into account additional components of masculine norms across men with cancer. Lastly, the significant moderating effects of social constraints accounted for only a small amount of variance, however post hoc power analyses revealed that the studies were adequately powered.
These findings have clinical implications for health care providers working with male cancer populations. Providers should be attuned to behaviors that reflect adherence to restrictive emotionality norms such as foreclosing talking about cancer, including a reluctance to discuss concerns about masculinity, fertility, social and family role changes, sexual functioning and other worries as these behaviors might be driving psychological distress. Educating men of any age about unsupportive environments and how to cope with an environment that stifles (or is perceived to stifle) emotional disclosure along with encouraging men to communicate their feelings and concerns in a supportive environment might promote greater psychological adjustment to cancer and help change the way in which men feel the need to conform to restrictive emotionality norms. This type of psychoeducational intervention, often seen in couples coping with cancer (Regan et al., 2015) emphasizes open/constructive communication patterns and active engagement (e.g., emotional sharing) and has been found to be successful in reducing psychological distress. As the majority of young men with cancer may not yet be in a monogamous or long-term intimate relationship, interventions focused on peer support could reduce social isolation by creating supportive communities to share experiences; structured interventions that include parents and family members have led to improvements in disease management and treatment adherence (Zebrack & Isaacson, 2012) . Taken together, integrating awareness of how emotional disclosure might be restricted because of either normative beliefs or aspects of one's social environment may promote psychological adjustment in both young and older adult men with cancer.
